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Thair Pond

Tomorrow's Hope - Navarro
1655 Fairview Avenue Suite 100
Boise, ID 83702

RE: Tomorrow's Hope - Navarro, Provider #13G061

Dear Mr. Pond:

This is to advise you of the findings of the Medicaid/Licensure survey of Tomorrow's Hope -
Navarro, which was conducted on November 21, 2008.

Enclosed is a Statement of Deficiencies/Plan of Correction Form CMS-2567, listing Medicaid
deficiencies and a similar form listing State licensure deficiencies. In the spaces provided on the
right side of each sheet, please provide a Plan of Correction. It is important that your Plan of
Correction address each deficiency in the following manner:

1. What corrective action(s) will be accomplished for those individuals found to have been
affected by the deficient practice;

2. How you will identify other individuals having the potential to be affected by the same
deficient practice and what corrective action(s) will be taken;

3. What measures will be put in place or what systemic change you will make to ensure that
the deficient practice does not recur;

4. How the corrective action(s) will be monitored to ensure the deficient practice will not
recur, i.e., what quality assurance program will be put into place; and,
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5. Include dates when corrective action will be completed. 42 CFR 488.28 states ordinarily
a provider is expected to take the steps needed to achieve compliance within 60 days of
being notified of the deficiencies. Please keep this in mind when preparing your plan of
correction. For corrective actions which require construction, competitive bidding, or
other issues beyond the control of the facility, additional time may be granted.

Sign and date the form(s) in the space provided at the bottom of the first page.

After you have completed your Plan of Correction, return the original to this office by
December 9, 2008, and keep a copy for your records.

You have one opportunity fo question cited deficiencies through an informal dispute resolution
process. To be given such an opportunity, you are required to send your written request and all
required information as directed in Informational Letter #2007-02. Informational Letter
#2007-02 can also be found on the Internet at:

http//www healthandwelfare.idaho.gov/site/3633/default. aspx

This request must be received by December 9, 2008. If a request for informal dispute resolution
is received after December 9, 2008, the request will not be granted. An incomplete informal
dispute resolution process will not delay the effective date of any enforcement action.

Thank you for the courtesies extended to us during our visit. If you have questions, please call
this office at (208) 334-6626.

Sincerely, .
Y o /{/W/M

MICHAEL A. CASE NICOLE WISENOR

Health Facility Surveyor Co-Supervisor

Non-Long Term Care Non-Long Term Care

MC/mlw

Enclosures




ToMorRrROW'S HOPE

1655 FAIRVIEW AVENUE. SUITE 100 PHONE: (208) 319-0760
Boiskg, 1D 83702 FAx: (208) 319-0765
Michael Case

Health Care Surveyor
Non-Long Care

Bureau of Facility Standards
PO Box 83720

Boise, Idaho 83720-0036

3 December 2008

RE: Statement of Corrections for Navarro Survey

Dear Mr. Case,

Please find attached our Statement of Corrections for deficiencies found during your
recent survey of our. Navarro Facility. [ believe we have made corrections as necessary to
come into compliance with the rules and regulations.

Thank you for conducting your survey in a manner to minimize the disruption for staff
and residents. As you well know, we do consider the survey process as an important part
of our quality assurance program.

If you have any questions, please contact me at the above address and numbers.

Sincerely) e

Ve
N /Q/
Thair Pond
Administrator

Incl.
Ce: file, facility
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The following deficiencies were cited during the
recertification survey.
The surveyors conducting the survey were:
Michael Case, LSW, QMRP, Team Leader
Matt Hauser, QMRP
i Common abbreviations used in this report are:
i CLIA ~ Clinical Laboratories Improvement Act
IPP - Individual Program Plan
LPN - Licensed Practical Nurse
MAR - Medication Administration Record
QMRP - Qualified Mental Retardation
Professional
W 1491 483.420(d}{1) STAFF TREATMENT OF W 149
CLIENTS

The facility must develop and implement written
policies and procedures that prohibit
mistreatment, neglect or abuse of the client.

This STANDARD is not met as evidenced by:
Based on review of the facility's policies and
procedures and staff interview, It was determined
the facility falled to adequately develop policies
necessary to protect individuals from abuse,
neglect and/or mistreatment by the Administrator
for 7 of 7 individuails (individuals #1 - #7) residing
at the facility. This resulted in the potential for
individuals to be unprotected from abuse, neglect
andfor mistreatment. The findings include:

The facility's Treatment of Clients/Residents
policy, revised September 2007, did not include
procedures to be foliowed if the Administrator was
the staff person accused of abuse. Thersfore,
the policy did not identify who was responsible to

,m

 LABORATORY B TOR'S OR ?R(?jl ER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6} DATE
. —""’“‘} ?
.. QO

Any deficiency statement ending with an asterisk {*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
foflowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If defictencies are cited, an approved plan of correction is requisite to continued
program paticipation,
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perform tasks assigned to the Administrator
including, but not limited to, interviewing staff and
residents, contacting required agencies, notifying
parentsfguardians, forming a review committee,
and taking corrective action.

When asked, the Administrator stated on
11/19/08 at 2:30 p.m., the Treatment of
Clients/Residents policy did not cover procedures
to be followed if the Administrator was the staff
person accused of abuse.

The facility failed to ensure the Treatment of
Clients/Residents policy included instructions to
follow if the Administrator was the staff accused
of abuse, neglect, andfor mistreatment.
483.440{d)}{2) PROGRAM IMPLEMENTATION

The faciiity must develop an active treatment
schedule that outlines the current active treatment
program and that is readily available for review by
relevant staff.

This STANBARD Is not met as evidenced by
Based on observation, record review, and staff
interview it was determined the facility failed to
gnsure active freatment schedules were sufficient
to provide a range of options and direction to staff
for 7 of 7 individuals (Individuals #1 - #7) residing
in the facility. This resulted in scheduies which
were not individualized or sufficient to direct staff
in providing consistent active treatment to
individuals. The findings include:

1, An observation was conducted at the facility on
11/17/08 from 3:10 - 4:35 p.m. During that time,
two large pieces of poster board were noted to be

W 149

W 250
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1"4:00 - 4:30

hanging cn the wall in the living room. Half-hour
time frames from 2:00 p.m. - 8:00 p.m. were
listed on the poster board. Each time block
included a short list of tasks. Examples included,
but were not limited to, the following:

"2:00 - 2:30

- [individuals #3 and #7's initials] home

- et up zones, count [Individual #6's initials]
carbs {carbohydrates) for dinner. "

"2:30 - 3:00

- [Individuals #1, #3, and #4's initiais] arrive

- toileting

- check backpacks Jand] com. (communication)
logs

- snack

- [Individual #6's initials] staff pick up [Individual
#2's initials]...”

"3:.00-3:30
- structured leisure (outside play, puzzies, books,
coloring, etc.).."

"3:30 - 4:00
- Sensory Programs”

A sheet of paper, hanging on a different wall,
included a list of tasks that could be completed as
individuais' sensory programming. However, the
schedule posted on the poster board did not
include references to direct staff {o this additional
list. :

- [Individual #6's initials] arrives
- 11 time

- meds

- toilleting..."

A, BUILDING
B. WING
13G061 11/21/2008
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
946 NORTHWEST 12TH
TOMORROW'S HOPE - NAVARRO
MERIDIAN, 1D 83642
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION x5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
W 250 | Continued From page 2 W 250

FORM CMS-2567(C2-98) Previous Versions Obsclete

Event 1D: BZ1QHH1

Facliity ID: 13G0861

If continuation sheet Page 3 of 13




PRINTED: 11/25/2008-

DEPARTMENT OF HEALTH AND HUMAN SERVICES EORM APPRGVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES X1} PROVIDERISUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER COMPLETED
A. BUILDING
B WING
136061 " 11/21/2008
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE

846 NORTHWEST 12TH

TOMORROW'S HOPE - NAVARRO MERIDIAN, iD 83642

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATICON) TAG CROSS-REFERENGED TG THE APPROPRIATE DATE
DEFICIENGY)
W 250 | Continued From page 3 W 250

No additional information was included regarding
individuals' programs or objectives, individuals'
preferences, or information to direct staff if an
individual finished a program before the allotted
time frame was completed.

Two of the five staff working during the
observation were asked about the individuals'
active treatment schedules. Both staff stated the
only schedule was the one hanging on the wall.

Additionally, Individuals' floor books were
reviewed during the observation, No additional
information or schedules were noted for the 2:00 -
8:00 p.m. time frame.

When asked during an interview on 11/20/08 from
2:00 - 3:30 p.m., the QMRP stated the active
treatment schedules were not individualized and
did not contain sufficient information to direct
staff.

The facility failed to ensure active treatment
schedules for Individuals #1 - #7 were
individualized and contained sufficient information
to direct staff.

W 289 | 483.450(b)(4) MGMT OF INAPPROPRIATE W 289
CLIENT BEHAVIOR

The use of systematic interventions {o manage
inappropriate client behavior must be
incorporated into the client's individual program
plan, in accordance with §483.440(c}4) and (5) of
this subpart.

This STANDARD is not met as evidenced by

FORM CMS.2567(02-89) Previous Versions Obsolete £vent ID:B21Q11 Facility 1D: 13G0861 if continuation sheet Page 4 of 13
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Based on observation, record review, and staff
interview it was determined the facility failed to
ensure techniques used to manage inappropriate
behavior were incorporated into the program
plans of 1 of 2 individuals (Individual #4) whose
restrictive behavior inferventions was reviewed.
This resulted in interventions being used that
were not included in the individual's program plan. |
The findings include: ‘

1. Individual #4's 8/22/08 IPP stated she was a 14 |
year old female diagnosed with profound mental |
retardation, autism, and mood disorder.

a. On 11/18/08 at 3:15 p.m., Individual #4 was
observed walking with a staff outside in front of
the house. Individual #4 threw herseif to the
ground. Individual #4's helmet was not observed
t0 be present with the staff. When asked where
individual #4's helmet was, the QMRP, who was
present during the observation, stated staff
should have the helmet with them when walking
Individual #4 outside.

Individual #4's Behavior Intervention Plan,
updated 9/8/08, stated in the "instructions for
Intervention” section, when Individual #4 began
hitting her head on a hard surface without her
hands in between har head and the hard suiface,
or was biting herself, staff were to put a helmet on
her and ignore the behavior (walk away, but
monitor and ensure she was safe), Once she
had quit biting herself and/or hitting her head,
staff were to remove the helmet and direct her fo
an activity and reinforce her with social praise.

However, the plan did not include instructions to
staff regarding where the helmet was to be kept,
or how staff would be able to walk away from

W 289
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Individual #4 in in all settings {i.e., out in the yard,
in the community, etc.).

During an interview on 11/20/08 from 2:00 - 3:30
p.m,, the QMRP stated Individual #4's Behavior
Intervention Plan did not include specific
instructions regarding the use of the helmet, or
where the helmet should be kept in refation to
Individual #4.

b. Individual #4's Behavior Intervention Plan
stated she had a one on one staff. The plan
contained no additicnat information regarding the
one on one staff, such as where the staff were to
be in refation to Individual #4 {i.e., within arms
length or within line of sight} and how far staff
could be from Individual #4 in different locations
(i.e., in the same room, in the back yard as long
as visible through the window, in her bedroom,
ete.), or if staff were required to be with Individual
#4 at all times.

When asked if the plan defined individual #4's
one on one staff, during and interview from 2:00 -
3:30 p.m. on 11/20/08, the QMRP stated the
Behavior Intervention Plan did not and more
specific instruction shouid have been inciuded.

The facility failed to ensure Individual #4's
Behavior Intervention Plan provided clear and
sufficient directions to staff on how to implement
the intervention strategies.

482.480(a)(3)(ii} PHYSICIAN SERVICES

The facility must provide or obtain anruat physical
examinations of each client that at a minimum
includes routine screening laboratory
examinations as determinad necessary by the
physician.

W 289

W 325
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This STANDARD is not met as evidenced by:
Based on record review and staff interview, it was
determined the faciiity failed to ensure a routine
screening laboratory examinations were provided
to 1 of 4 individuals (Individual #2} whose
laboratory records were reviewed. This resulted
in the potential for medical concerns o go
undetected, The findings include:

1. Individual #2's 5/28/08 PP stated she was a 46
year old female whose diagnoses includad
profound menial retardation and seizure disorder

Individual #2's medical record was reviewed and
showed routine blood work had been completed
on 7/2/08. However, a cholesterol screening was
net included. Individual #2's record did not
contain any information regarding cholesterol
screening.

When asked during an interview on 11/20/08 from
2:00 - 3:30 p.m., the LPN stated cholesterol
screening had been overlooked and not
completed for Individual #2. :

The facility failed to ensure Individual #2 received
standard laboratory screenings.
483.460(k}2) DRUG ADMINISTRATION

The system for drug administration must assure
that all drugs, Including those that are
self-administered, are administered without error.

This STANDARD is not met as evidenced by:
Based on observation, record review, and staff
interview, it was determined the facility failed to

W 325

W 369
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; the kitchen sink and rinsed the mixture down the
| drain.

ensure medications were administered without
error for 1 of & individuals (Individual #1}
observed to take medications. This resulied in an
individual not receiving the full dose of
medications. The findings include:

1. Individual #1's 4/25/08 stated he was a 17 year
old male whose diagnoses included profound
mental retardation and Down's Syndrome. His
MAR stated he was to receive the following
medications at 8:30 a.m.:

- Lamictal {an anticonvulsant drug) 160 mg
~ Vitamin E (a supplement) 200/1U

- Vitamin C (a supplement} 250 mg

- Chew Vitamin with iron

- Levothyroxine (a hormonal drug) 0.075 mg
- Trileptal (an anticonvulsant drug) 600 mg

- Senna-Gen (a laxative drug) 1/2 tablet

- Minocycline (an anti-infective drug) 160 mg
- Power pudding (a laxative mixture) 1/2 cup

During an observation on 11/18/08 from 5:05 -
7:20 a.m., a staff was noted fo crush Individual
#1's medications and pour them into a bowl,
Whan asked, the staff stated the bowl contained
a mixture of yogurt and Power pudding. The staff
was noted to mix the crushed medications into
the yogurt mixture. Individuat #1 ate several bites
from the bowl and then pushed the spoon away,
There was no less than 4 tablespoons of the
mixture left in the bow] and pill fragmenis were
visible in the mixture. The staff tock the bowl to

When asked during the observation, the staff
stated Individual #1 does nof always eai all of the
mixture. When asked how she ensured Individual
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medications were administer without error.

Continued From page 8

#1 received all of his medications, the staff staled
she tried to pour the medications in one spot of
the mixture,

When asked during an interview on 11/20/08 from
2:00 - 3:30 p.m., the LPN stated Individual #1
shouid have consumed all of the yogurt and
Power pudding mixiure. The LPN stated it wouid
not be possible to ensure all mediations were
taken unless ali of the mixture was consumed.

The facility failed to ensure Individual #1's

483.460())(1) DRUG STORAGE AND
RECORDKEEPING

The facility must store drugs under proper
conditions of security.

This STANDARD is not met as evidenced by:
Based on observation and staff interview, it was
determined the facility failed to ensure drugs were
stored securely for 7 of 7 individuals {Individuals
#1 - #7) residing at the facility. This resulted in
controlled drugs not being kept under a double
lock system. Findings include:

1. During an observation on 11/18/08 from 6:05 -
7:20 a.m., Individual #7 was cbserved to receive
Xanax {an anxiolytic drug). The medication was
observed to be stored in the main medication
starage cahinet under a single lock.

During an environmental assessment on 11/19/08
from 1105 - 11:45 a.m., the following drugs were
noted to be stored under single lock in the
medication cabinet:

W 369

W 381
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- Individual #1's Diazepam (an anxiolytic drug) 6
mg, one blister pac.

- Individual #3's Diazepam (an anxiolytic drug) 5

| mg, one blister pac with one and one haif pills per
blister and one blister pack with one pill per
blister.

- Individual #7°s Xanax (an amdolytic drug) 0.5
my, three blister pacs, and Lorazepam (an
anxiolytic drug) 0.5 mg, one blister pac.

The Nursing 2008 Drug Handbook stated Xanax,
Diazepam, and Lorazepam were Schedule IV
controlled substances.

When asked, the LPN who was present stated
she was not aware controiled drugs were required
to be double locked.

The facility failed {o ensure controlled drugs were
kept under a double lock system.
W 304 | 483.480(n){2) LABORATORY SERVICES W 394 \sai i paifaciiog

i the laboratory chooses fo refer specimens for
testing to another laboratory, the referra
laboratory must be certified in the appropriate
specizlties and subspecialties of service in
accardance with the requirements of part 493 of
this chapter.

This STANDARD is not met as evidenced by:
Based on observation, record review, and staff
interview it was determined the facility failed fo
ensure a CLIA certification or waiver had been
obtained prior to impiementing blood glucose
screening test for 1 of 1 individuals (Individuat #6)
who required glucose screenings. The findings
include:
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1. Individual #6 was an 11 year oid male whose
diagnoses included moderate mental retardation
and type 1 diabetes.

During an observation on 11/18/08 from 6:05 -
7:20 a.m., Individual #6 was observed to
complete a blood gliscose test as part of his
medication administration routine. When asked
during an interview on 11/20/08 from 2:00 - 3:30
p.r., the LPN siated the faciiity had not obtained
a CLIA certificate or waiver to perform bload
glucose tests. The LPN stated she was not
aware a certificate or waiver was required.

The facility failed fo ensure a CLIA ceriificate or
walver was obtained prior to implementing blood
glucose screenings for Individual #6.
483.470(){1) EVACUATION DRILLS

The facility must hoid evacuation drills at least
quarterly for each shift of personnel.

This STANDARD is not met as evidenced by:
Based on record review and staff interview, it was
determined the facility failed to ensure evacuation
drills were conducted quarterly for each shift for 7
of 7 individuals (Individuals #1 - #7) residing in the
facilily. This resulted in the potential for the
facilify and staff not being able to determine
individuals' responses nor identify problem areas.
The findings include:

1. During a review of the facility’s evacuation drills
on 11/19/08, the following was noted:

- There were no evacuation drills completed on
the graveyard shift for over 12 months.
~ There was no evacuation drill completed during

W 394

W 4401 \
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the first quarter (i.e, January, February, March)
2008 for the p.m. shift.

When asked during an interview on 11/20/08 from
2:00 - 3:30 p.m., the OMRP and Program Director
both stated the drills had not been completed.
The Program Director stated the former
Para-QGIMRP had provided false verbal reports
that the drills had been completed, but the drills
had not actually been compieted.

The facility failed to ensure ensure evacuation
drills were conducted at ieast quarterly on all
shifts.

W 4811 483.480(c)2) MENUS W 481

Menus for food actually served must be kept on
file for 30 days.

This STANDARD s not met as evidenced hy:
Based on observation, record review, and staff
interview it was determined the facility failed to
ensure a record of food served was kept for 30
days. This failure directly impacted 3 of 7
individuals {Individuals #4, #5, and #7) observed
to not eat the food served, and had the potential
to impact the other 4 individuals (Individuals #1,
#2, #3, and #6) residing in the facility. This
resulted in the potential for individuals to not
receive an adequate variety of food. Findings
inciude:

1. During an observation on 11/18/08 from 4:55 -
6:00 p.m., the facility's menu was reviewed and
documented the following meal was to be served:

- Taco dinner, 1 cup
- Green sajad, 1 cup
- Dressing, 2 tablespoons
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- Brown rice, 1 cup
- Oatmeal cookies, 2
- Milk, 8 oz.

However, individuals were observed {o have
meals other than the meal scheduled as follows:

a. Individual #4 was observed to refuse all food
offered o her.

b. Individual #5 was observed to refuse the meal
listed on the menu. Individual #5 was noted to
eat chocolale pudding and fomatoes.

¢. individual #7 was observed to refuse the meal
listed on the menu. Individual #7 was observed

to eat a peanut butter sandwich, a banhana, and

pretzels.

When asked if a record of foods actually served
was kept (i.e. reflecting substitutions, refusals,
etc.), a staff present during the observation stated
they did not record what foods were actually
served to individuals.

When asked during an interview on 11/20/08 from
2:00 - 3:30 p.m., the QMRP and LPN both stated
the menu would be marked if an entire meal was
changed for the facility, but individuat meal
substitutions were not kept.

The facility failed to ensure a record of food
actually served was kept for Individuals #4, #5,
and #7.
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MM177} 16.03.11.075.09 Protection from Abuse and MM177
Restraint

Protection from Abuse and Unwarranted
Restraints. Each resident admitted to the facility
must be protected from mental and physical
abuse, and free from chemical and physical
restrainis except when authorized in writing by a
physician for a specified period of time, or when
necessary in an emergency to protect the
resident from injury to himself or to others (See
also Subsection 075.10).

This Rule is not met as evidenced by:

Refer to W148.

MM197] 16.03.11.075.10(d) Written Plans MM197

is described in written plans that are kept on file
in the facility;, and

This Rule is not met as evidenced by:
Refer to W289.

MM238) 16.03.11.080.03(h) Access to Resident's Records | MM238

To be given access to all of the resident's records
that pertain to his active treatment, subject to the
requirements specified in idaho Department of
Health and Welfare Rules, Section 05.01.300
through Subsection 05.01.301,08, and Sections
05.01.310 through 05.01.339, "Rules Governing
Profection and Disclosure of Depariment
Records.”

This Rule is not met as evidenced by:

Refer to W250.

MM337; 16.03.11.110.04{c) Fire Drills MM337
i

L £~ ) : b
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MM337 | Continued From page 1 MM337
A minimum of twelve (12) unannounced fire drills
must be held annually, irregularly scheduled
throughout all shifts. In addition, a least cne (1)
drill per shift must be held on a Sunday or
holiday.
This Rule is not met as evidenced by:
Refer to W440.
MM380i 16.03.11.120.03(a) Building and Equipment MM380

The buillding and all equipment must be in good
repair. The walls and floors must be of such
character as to permit frequent cleaning. Walls
and ceilings in kitchens, bathrooms, and utility
rooms must have smooth enameled or equally
washable surfaces. The building must be kept
clean and sanitary, and every reasonable
precaution must be taken {o prevent the entrance
of insects and rodents.

This Rule is not met as evidenced by:

Based on observation, it was determined the
faciiity failed to ensure the facility was kept clean,
sanitary, and in good repair for 7 of 7 individuals
(Individuals #1 - #7) residing in the facility. The
findings include:

During an environmental survey conducted on
11/19/08 from 11:00 - 11:45 a.m., the following
concerns were noted:

Living Room:

- The brown couch contained food debris
{pretzels, crumbs, and candy) between and
beneath the cushiohs.

- There were 3 one inch chip holes and 7 smaller
chipped areas in the plaster on the wall behind
the large couch.
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- There were 3 one inch areas that were thread
bare on the cloth of the green recliner.

Main Bathroom:

- The toilet bolt covers were missing and the bolls
were rusted.

Individual #3 and #4's bathroom:

- The toilet bolt covers were missing and ihe bolts
were rusted,

Kiichen:

- There were 4 one-half inch chip holes behind
the metal garbage can In the kitchen wall area
near the pantry.

16.03.11.120.06(b} Medical Supplies and
Equipment

The facility must provide safe and adequate
storage of medical supplies and equip a space
appropriate for the preparation of medications.
This Rule is not met as evidenced by:

Refer to W381,

16.03.11.07(a) Menu Preparation

Menus must be prepared at least a week in
advance. Menus must be corrected to conform
with food actually served. (ltems not served must
be deleted, and food actually served must be
written in.) The corrected copy of the menu and
diet plan must be dated and kept on file for thirty
{30) days.

This Rule is not met as evidenced by:

MM380

MM41S

MME72
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Refer to W481.
MM750! 16.03.11.270.02(d)(ii} Routine Screening MM750

Laboratory Examinations

Routine screening laboratory examinations, as
determined necessary by the physician, and
speciat studies when the index of suspicion is
high.

This Rule is hot met as evidenced by:

Refer fo Wa25.

MM759 16.03.11.27.02(f)(v) Medication Error MM758

Any medication error must be reported
immediately to the resident's attending physician
and documented in the resident's record.

This Rule is not met as evidenced by:

Refer to W368.
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